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A penetrating cardiac injury is among the most lethal of all
injuries. Most of these patients reach the hospital already dead or
in severe shock. Penetrating cardiac injuries lead to shock in a very
short period of time because of bleeding and/or pericardial
tamponade. Early diagnosis and prompt surgery are the funda-
mental factors affecting patient outcome after penetrating
cardiac injury. TachoSil1 (Nycomed Austria GmbH, Linz, Austria)
combines the bioactive mechanism of action of human coagula-
tion factors, ﬁbrinogen and thrombin, with the mechanical
support of a collagen patch. Upon contact with blood or other
ﬂuids, the coagulation factors react to form a ﬁbrin clot that sticks
TachoSil1 to the tissue surface, producing an air and liquid tight
seal in 3–5 min.
2. Case report
A 33-year-old man was brought into the A&E department after
attempted suicide by stabbing himself with a knife. On arrival,
patient’s pulse was 96/min, Blood Pressure was 138/73 mm Hg,
respiratory rate was 23/min and SO2was 99% on room air. Patient’s
GCS was 15/15. Patient was intoxicated. Two stab wounds were
noted on left side of the anterior chest wall, on third and fourth
intercostal spaces, approximately 1 cm medial to mid-clavicular
line. No subcutaneous emphysema noted. Trachea was central and
chest resonant to percussion. On auscultation, there was bilateral
equal air entry. There was no exit wound or other injuries. Chest
X-ray showed no evidence of pneumothorax with normal heart
size. The facility for FAST was not available in the ED. Within a
short period of time, patient went into haemodynamic shock. Pulse
was 52/min, BP was 60/35 mm Hg which was refractory to ﬂuid
resuscitation. GCS dropped to 3/15. Due to mechanism of injury
and on suspicion of cardiac tamponade, patient was re-examined.
Air entry was good bilaterally and heart sounds were not mufﬂed.
Neck veins were also not distended. But due to patient’s
deteriorating condition, patient was rushed to operation theatre
for median sternotomy. Trans-thoracic echo was performed on
table, which showed 2 cm thick pericardial ﬂuid with striations,
both anteriorly and posteriorly. Urgent median sternotomy
performed under general anaesthesia. Approximately 500 ml of* Corresponding author. Tel.: +353 894137461.
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relieved. Blood pressure came up to 130/80 mm Hg. There were
two full thickness chest wall stab injuries through lingula and
pericardium. Bleeding noted from a small laceration on the surface
of the Left ventricle, just lateral to Left Anterior Descending Artery
(LAD), measuring approximately 1 cm. Bleeding controlled by
applying TachoSil1 over the heart laceration. This was done
instead of direct suturing due to the close proximity of the
coronary. The patch sealed well and completely controlled
the bleeding. Chest drains placed in the mediastinum and left
pleural cavity. Patient was shifted to ICU for monitoring. Chest
drains were removed when the drainage was minimal. The patient
recovered uneventfully and transferred to psychiatric ward six
days after surgery. Patient was reviewed in out patient’s
department after 1 month and has been doing well (Figs. 1 and 2).
3. Discussion
Penetrating cardiac injuries remain rare but one of the most
lethal forms of trauma presenting in the emergency [1]. They
require quick decision making and timely surgical intervention
and pose great challenge for the surgeons. Mortality reaches 90%
[2]. Beck’s triad – distant heart sounds, jugular venous distension,
hypotension and Kussmaul’s sign – jugular venous distension on
inspiration – are classical signs of pericardial tamponade, but they
are reported in only 10% of the cases [3,4]. Echocardiography has aFig. 1. Pre operative chest X-ray.
Fig. 2. Forceps pointing at left ventricular laceration.
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tamponade [5]. TachoSil1 has been used safely and successfully in
renal, hepatic and lung resections [6,7]. Recently, in isolated
reports, it has been used successfully in cardiac perforations,
secondary to trauma, percutaneous coronary interventions and
post infarct ventricular free wall rupture [8]. TachoSil1 has also
been proved superior to other tissue adhesives, such as gelatin
resorcin formaldehyde (GRF) glues, ﬁbrin glues, cyanoacrylate,
Celox and TachoComb patch. Haemostasis may be challenging in
cardiac surgery, which generally implies heparinization and
cardio-pulmonary bypass, resulting in an impaired coagulation
[9]. Cardio-pulmonary bypass should be always ready for use,
before exploration of cardiac injury. However, depending on the
peroperative ﬁndings, cardio pulmonary bypass is best avoided, asit causes bleeding from other organs in patients with poly trauma
[9]. In our case, treatment of left ventricular laceration was
successfully treated with patches of TachoSil1, achieving
complete haemostasis with excellent immediate results and
without putting the patient on cardio pulmonary bypass. No signs
of recurrence or complications noted at early follow up.
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